that was thrown on the vagina during that period when the uterus was forcing the child through the vagina, the meaning of the ligament became very apparent. The visceral pelvic ligament was the fulcrum (fixed in its turn to the pubis) from which the uterine musculature acted in forcing out the child. Another circumstance must not be forgotten in discussing the fascial structures of the pelvis, one which had been emphasized by Professor Elliot Smith and by Dr. Derry. These writers have pointed out how the pudic vessels, as well as the prostatic and vaginal veins, were enclosed by strong sheets of fibrous tissue. Nowhere in the body did veins stand more in need of strong support, for nowhere were they subject to so great and so constant a change in pressure. One must not lose sight of the fact that the pelvic fascial extensions served as venous supports. This was especially well seen in connection with the prostatic and vaginal veins. One point, which appeared of great importance, had escaped observation, so far as he knew: that was the free distribution of pressure organs on the nerves which ended in the neighbourhood of the pelvic veins. The venous sinuses of the pelvis were apparently sites of afferent impulses regulating the tonus of the abdominal musculature. Having thus defined the functions of the fascial and ligamentous supports of the pelvic organs, he did not propose to enter into the manner in which the musculature of the pelvis kept the pelvic floor intact. He would mention only one or two points which seemed to him to be of importance. The manner in which a Hodge's pessary supported a uterus which tended to become prolapsed was simply by expanding and keeping expanded and rigid the vagina, whereby the damaged levatores ani, which could get no purchase on a flaccid vagina, could obtain a hold on and keep up a rigid vagina. It was useless to try and restore the action of a pelvic floor in which the miiuscle was already cicatricial and permanently damaged; it was not possible to dissect out and restore by surgical measures a muscle which was, even in the body of a healthy normal female, difficult to expose and manipulate. If the muscle were damaged then it seemed to him the surgeon must fall back on the fascial and non-striated muscle supports, and these must be shortened and strengthened. Whatever means he employed, it was the shortening produced by inflammation and contraction of the pelvic uhbserous tissuewhich was effective.
Dr. W. E. FOTHERGILL (Manchester) thought it would be granted that the pelvic outlet was filled by a mass of structures lying between the peritoneum above and the external skin below, and that this mass consisted of a relatively movable portion (the uterus with its appendages, the vagina, the bladder and urethra) and a relatively fixed portion (the rectum, the pelvic diaphragm, the external or sphincter layer of muscles and the fascia, fat and other structures composing the pelvic floor). No great meiital effort was required to suppose a division of all the structures between the movable portion and the fixed portion. The plane of division would run between the bladder and the pubes, between the anterior rectal wall and the posterior vaginal wall and, laterally, between the viscera and -the sides of the pelvic diaphragm. Thus the uterus, vagina and bladder would lie free and loose within the pelvic diaphragm.
Could anyone suppose they would remain for any length of time in that position? A few movements of the bowels, and they would certainly be expelled. The levator ani and the external sphincter layer did not prevent the expulsion of the products of conception, nor of fecal masses. Why should it be supposed that they could prevent the expulsion of the female pelvic viscera if these were not attached to the more fixed portion of the pelvic floor ? The anatomical connection between the movable and the fixed portions of the pelvic floor did not consist of definite ligaments, but was formed by compound masses consisting of blood-vessels, lymphatics, nerves and other structures, together with the connective tissues investing them. Parts of this connective tissue were loose and parts were dense. The denser portions were the perivascular sheaths. Therefore the pelvic viscera were practically attached to the more fixed portion of the pelvic floor by the sheaths of their vessels. Therefore, the one constant and essential lesion in all cases of prolapse of the female pelvic viscera was elongation and relaxation of the perivascular connective tissue. The speaker had mentioned on a previous occasion, and need hardly repeat, that in numerous cases of injury to the pelvic floor there was no prolapse, and that, on the other hand, there were numerous cases of prolapse in virgins aid nulliparae. Given relaxation of the perivascular connective tissue, the loosened viscera gradually dilated the narrow opening in the virgin pelvic floor. Injuries to the perineum and levator ani were mere separable accidents favourable to prolapse. The causes of relaxation of the perivascular tissue were congenital defects, parturition and senile atrophy. These, therefore, were the important causes of prolapse. To mention intraabdominal pressure as a cause of prolapse was like mentioning gravitation as a cause of falling through a broken plank-true, in a sense, but uninteresting. To speak of increased intra-abdominal pressure as a cause was equally unwise, for numerous women had prolapse without increased intra-abdominal pressure, and vice versa. Increased weight of the uterus was out of count as a cause of prolapse for similar reasons. Plenty of prolapsed uteri were very light, and many heavy uteri were not prolapsed. He would remark, further, that the view he advanced had the advantage that it explained retroversion, cystocele and vaginal prolapse as well as, and in proper relationship with, classical prolapse, for if the perivascular sheaths of the uterine vessels were alone .affected, the fastenings of the bladder and vagina remaining normal, the result was merely a loose uterus. The physical sign of this condition was generally retroversion. Again, if the attachments of the bladder and vagina were relaxed, the fastenings of the uterus remaining normal, the result was cystocele and vaginal prolapse, the uterus remaining in its usual position. We could thus simplify teaching by describing a condition called looseness of the pelvic viscera," caused by parturition, congenital defects and senile atrophy; and having as its essential lesion relaxation and elongation of the connective tissue sheaths of the vessels supplying the viscera. This condition would be said to occur in three varieties, namely: retroversion-relaxation of the upper part alone; classical prolapse relaxation of the whole; cystocele and vaginal prolapse-relaxation of the lower part alone. Rectocele, it might be mentioned, was a special condition determined by pathological adhesion between the anterior rectal wall and the posterior vaginal wall in conjunction with deficiency of the perineum. It could, of course, occur either alone or together with looseness of the female pelvic viscera.
Professor PETER THOMPSON, whilst agreeing that the muscles of the pelvic diaphragm and the visceral pelvic fascia afforded support to the pelvic viscera, expressed the opinion that the pubo-coccygeal part of the levator ani acted as a support to the uterus and vagina, mainly in an indirect manner. It was well known that this division of the levator ani had two main actions: (1) It acted as a sphincter of the rectum, and (2) it compressed the lateral walls of the vagina and kept the passage closed. Whilst the vagina was a closed passage the pressure of the atmosphere on the pelvic floor was an important factor in maintaining proper support of the superimposed viscera, but when from any cause the levator ani was unable to exert its normal action on the vagina, the passage became an air-containing tube, the equilibration of the forces was destroyed, and prolapse might result.
Dr. HASTINGS TWEEDY felt that the author'deserved their cordial thanks for the able manner in which he had brought the subject forward, and though they might differ from him in some of his conclusions they could not overestimate the value of his contribution. He had furnished them with anatomical data which clearly showed that strong ligaments crossed the lateral fornices and formed, in Dr. Ovenden's words, "easily defined and striking objects"; that they were of themselves capable of supporting the uterus in a normal position; that when they were severed the cervix sagged downwards-and this in spite of the fact that all the other uterine ligaments were uninjured. Despite these findings Dr. Paramore assigned to them an unimportant role as a uterine support, and his conclusions suggested that Nature had worked in a mann-er similar to that in which a shoddy bicycle was constructed, showing a massing of material in unnecessary places. There was convincing proof that these ligaments when acting nornalUy kept the cervix tucked upward and backward, and when performing this function they were subjected to no greater strain than those which affected other similar structures, as, for instance, the liver ligaments. The levator muscle was essentially the muscle which kept the vagina from deformity, and, offering a counter-force to the intra-abdominal pressure, it enabled the anteflexed uterus to lie between these forces with little aid from its ligaments. If, however, the cervix descended it was powerless to maintain the uterus in anteflexion, nor could it do so if the uterus had once fallen into retroflexion. A tear of its pubo-coccygeal fibres would inevitably result in the occurrence of cystocele and rectocele, with slow descent of the cervix, but how frequently did such cases fall short of complete procidentia, even in elderly women, the obvious reason being that the transversalis colli ligament was intact ? He had never seen a procidentia due to childbirth in which the cervix was not torn, nor could he call to mind an example of one illustrated in anv atlas. His operative results furnished him
